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| An unannounced onsited survey was conducted !
| by the Division of Licensing and Protection i
I

| beginning on 4/14/09 and ending on 6/25/08.
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| 5.7.¢ Each resident shall also be reassessed sttt . .

" annually and at any point in which there is a | —_— : W“W
change in the resident's physical or mental | m
condition. ‘ ;

This REQUIREMENT is not met as evidenced M WLMML
by: ' Owtara Ma.guwwth !

Based on record review and interview, the facility |
| failed to complete a full reassessment for a i

resident with a significant change in physical

condition (Resident #1). Findings include:

1. Per record reviews on 4/14/09 and an 4/20/09,
Resident #1 experienced a significant physical
decline. Per interview with the facility Murse and |
facility Administrator on the afterncon of 4/20/09, |

Resident #1 had experienced a severe physical & . . C SZ g
decline to the point that Hospice services were Mg’_} OJI'.H-- M} Cd-d—

initiated on 4/2/05. The Nurse confirmed that the | f,t,..ﬂa Poe {. g {Q ",'ZJ‘FE

last assessment for Resident #1 occurred g i

"around 8/1/08" and that a significant change e S T M-u.,tfm% AL Gseatedts

assessment had not been completed.
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of care must describe the care and services
necessary to assist the resident to maintain
independence and well-being;

This REQUIREMENT is not met as evidenced
| by:
Based on record review and interview, the facility
failed to develop a plan of care describing the
| care and services necessary for 1 applicable
| resident (Resident #1). Findings include:

| 1. Based on record review on 4/14/09, the care
plan for Resident #1 did not include an update to
indicate Hospice interventions initiated on 4/%/08.
On the afterncon of 4/20/02 the facility Nurse

updated following a significant change in health
status and did not contain the plan of care
established by the Hospice program.
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Y. RESIDENT CARE AND HOME SERVICES

59.c(5)

| Assure that residents’ medications are reviewed

either a supporting medical diagnosis or problem;

This REQUIREMENT is not met as evidenced
by:
. Based on record review and interview, the far:lhty
! nurse failed to assure that medications for 3 of 5
Residents (Resident #1 and Resident #2) had
supporting diagnosis for all ordered medications
Findings include:

1. Based on record review on 4/14/0% and
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confirmed that the current care plan had not been |

periodically and that all resident medications have !
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Record (MAR) of Resident #1 had no reason
listed for "Alprazolam / Zanax 0.125mg 9 .
. (milligram)1-2 tabs p. TID (3 times per day) as | M

needed (PRN)". A new order was obtained for

R148 Continued From page 2 | R148 Ot %m mﬁ"ﬂ . |
4/20/09, the 4/09 Medication Administration ; | m% (MM(’) YW -
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| this resident on 4/16/09 stated "D/C (discontinue) |

| Xanax scheduled and PRN", This order was ; W
| replaced with "Haldol intensol 0.25mg TID and ‘f"" &

| Haldol intensol 0.25mg Q(every) 2-4 hours PRN". |

Per interview on 4/20/09 at 3:40 PM the facility
i nurse confirmed that neither of these PRN orders |

| contained a supporting diagnosis for MWy ’ aﬁl e :‘
. administration as written. : 3 ‘“"é""" ; m‘[’ﬁ

2. Based on record review on 4/20/09, the 4/09 i
MAR of Resident #2 containing an order for !
"Robitussin CF cough syrup PRN" did not specify |
a reason for this medication. Per interview an :
4/20/09 at 3:40 PM, the facility nurse confirmed |

| that the order did not specify a reason to '
administer
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5.10 Medication Management ST Al L fan Mm q[dg?

5.10.h. 3 : g

(1) Resident medications that the home i
manages must be stored in locked compartments e
under proper temperature controls. Only | Wd‘u— M MC it oo
authorized personnel shall have access to the : ;

! keys

This REQUIREMENT is not met as evidenced
by

Based upon observation and interview, the facility
failed to assure that only authorized personnel
Drivisian of Licensing and Protection
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have access to medication and / or medication
compartment keys, Findings include:

1. Per observation on 4/14/09 at 12:01PM, the

| medication cabinet keys were in the door of the

' cabinet with staff preparing food in the kitchen
area. Per interview with a staff member at 12.07
PM, it was confirmed that the medication keys
were left in the cabinet lock and were removed at |
this time.

R177T
55=F

5.10 Medication Management
510h

| {(5) Narcotics and other controlled drugs must be
kept in a locked cabinet. Marcotics must be

| accounted for on a daily basis. Other controlled
drugs shall be accounted for on at least a weekly
basis.

This REQUIREMENT is not met as evidenced
by:

failed to assure narcotics counts oceur daily for
all narcotics and weekly for all other controlled
drugs in the facility. Findings include:

to perform a daily count for narcotics contained in
a closet on the second floor, Per interview on
4/20/09 at 1:30 PM, the facility Nurse and facility

cabinet and that these narcotics and other
controlled drugs are counted daily; however, both
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Based on record review and interview, the facility |

1. Per record review on 4/20/08, the facility failed .

Administrator confirmed that a one month supply |
of narcotics are kept in the downstairs medication |
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|

| agreed that a second supply of narcotics
(overflow) is kept in the closet on the second floor |
and are counted by staff when first entering the |

! facility, when removed for placement in the first

| floor medication cabinet, and when disposal is |

' required. Daily and / or weekly counting of these |

| narcotics and / or other controlled drugs is not

| performed as required.

' R194

5.14 Restraints

| 5.14.a Mechanical restraints may be used only in |
an emergency to prevent injury to a resident or |
others and shall not be used as an on-going form |
of treatment. The use of a mechanical restraint |
shall constifute nursing care. |

This REQUIREMENT is nat met as evidenced “""""""
by: f

Based on abservation, record review and

interview, the facility failed to assure that !
mechanical restraints are used only in emergencyi
situations for 1 applicable resident {Resident #1). |
Findings include:

1. Per observation on 4/14/09 at 11:50 AM,

| Resident #1 was sitting in an electric recliner
chair, reaching over the right side arm of the
chair, and calling cut for help to rise. Per
immediate interview with a staff member, it was
confirmed that Resident #1 "is not allowed the
control because s/he'll try to get up and then
falls". A second staff member interviewed at
12:15 PM on 4/14/09 confirmed that the chair is
reclined and the remote 'hidden' to prevent the
resident from rising. Per record review, it was
confirmed that no physician order nor care plan
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not be construed to limit, modify, abridge or
reduce in any way any rights that a resident
otherwise enjoys as a human being or citizen, A
summary of the obligations of the residential care
home to its residents shall be written in clear
language, large print, given to residents on
admission, and posted conspicuously in a public
place in the home. Such notice shall also
surnmarize the home's grievance procedure and
directions for contacting the Ombudsman
Program and Vermont Protection and Advocacy,
Inc.

This REQUIREMENT is not miet as evidenced
by:

B}Er:sed on observation and interview, the facilty
failed to assure that a summary of the obligations
of the residential care home is posted
conspicuously in a public place in the home.,
Findings include:

1. Per observation on 4/14/09 and 4/20/09, the
facility posted the obligations of the home to
residents, the home's grievance procedure, and
directions for contacting the Ombudsman
Frogram and Yermaont Protection and Advocacy

the second floor administrative offices. Per
interview with the Administrator on the afternoon
of 4/114/09 it was confirmed that not all residents
in the home could access this document.
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| 9.3 Toilet, Bathing and Lavatory Facilities

8.3 e Resident lavatories and toilets shall not be
used as utility rooms,

Mﬁaa

This REQUIREMENT is not met as evidenced
by:

' Based on observation and interview, the facility

failed to assure that resident lavatories and toilets |
| shall not be used as utility rooms. Findings _
include: [

! ; '
| 1. Per observations on 4/14/08 and 4/20/09, the | :'f Ve =)

downstairs resident bathroom was used by staff |
as a utility room. Per interview on 4/20/09 at 4,15
PM, the Administrator confirmed that the
downstairs bathroom (resident) functions as a
utility room as well because there is no other
water source available.

—T

|
| 9.11 Disaster and Emergency Preparedness

! 8.11.c Each home shall have in effect, and

| available to staff and residents, written copies of

| a plan for the protection of all persons in the
event of fire and for the evacuation of the building
when necessary. All staff shall be instructed
periodically and kept informed of their duties
under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoan, evening, and

| night. The date and time of each drill and the
names of participating staff members shall be

JO¢ crnt— 809

s}

| documented.
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' This REQUIREMENT is not met as evidenced
| by
|

the night time hours of sleep) on all 3 shifts.
Findings include:

drills had occurred during the past year as
follows:
3/23/08 at 2:00 PM,
3/13/09 at 4:00 PM,
| 10/20/08 at 5:00 PM,
i 4/15/08 at 10:00 AM, and
2118108 at 1:00 PM.
| During interview on the afterncon onsite visit of
| 4/14/09, the Administrator confirmed that fire
| drills had not been completed on all 3 shifts as
| required.

Based on record review and interview, the facility |
| failed to perform routine fire drills for a yearly total |
. of B drills (2 of which must be conducted during

1. Perrecord review on 4/20/09, a total of 5 fire
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